Virginia Department o
Behavioral Health &

Developmental Services

Root Cause Analysis (RCA)
October 2020

A presentation for DBHDS
Licensed Providers

DBHDS Vision: A life of possibilities for all Virginians




Goals of the Presentation

v'"What is a RCA

v'"When is a RCA required
v"Why a RCA policy
v"How to conduct a RCA
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The goals of this presentation are limited. Root Cause Analysis has long been used by
health care organizatiorafter adverse events and/or to determine how to improve
processes. Internet searches provide numerous resourcasffmmation onRCAs.

The focus of this training is to assist witleeting the components of conducting an

RCA pursuant to the DBHDS licensing regulatidftsile this presentation also includes
some additional material which may be considered best practice for an RCA, these are
not required by the regulations. The presentation alsghlights a couple approaches

to conducting an RCA but additional approaches are available from other resources.
Some additional resources are listed at the conclusion of this presentation.



Root Cause Analysis — What s it?

Reference — 12VAC35-105-20. Definitions:

“Root cause analysis means a method of problem

solving designed to identify the underlying causes

of a problem. The focus of a root cause analysis is

on systems, processes, and outcomes that require
change to reduce the risk of harm.”
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An RCA is considered to be a standard quality improvement tool (per regulation). So
you are using this tool to improve processes and systems in order to mitigate or reduce
the risk of harm.

The purpose of an RCA is to identify system vulnerabilities so that they can be
eliminated or mitigated. While licensing regulations require RCAs, licensed providers
should consider the process as a best practice for improving outcotemt cause
analysis is a tool for a provider to use when determining where they might focus their
quality improvement efforts in terms of developing quality improvement initiatives. For
example, a provider wants to reduceedication errors so the RCA could be utilized to
get at the root cause (or causes) which you want to address through a quality
improvement initiative. Therare other tools for identifying quality improvement
opportunities such as a Failure, Mode and Effects Analysis.

A RCA focuses on system, processes, and outcomes. It does not focus on people. While
the process involves analyzing who did what, it is for purposes of looking for systems
and process problems, not personnel problems.

Finally, a root cause analysis is about taking action.



Root Cause Analysis — The Focus

The focus of a Root Cause
Analysis is on prevention, not
blame or punishment.
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A root cause analysis begins with the assumption that no one comes to work intending
to make a mistake or to hurt someon@s noted in the best selling book of 1999,

Err isHuman Building A Safer Health Systepeople make mistakes but awareness of
medical errors is important in terms of improving systems. To develop a culture of
safety, staff should be encouraged to report errors without fear of retribution and to
look for ways to improve systems.

¢ KIGQa vy 2 rooficRusesahalysisinéver iincdvers intentional acts of harm.
That may happen and when it does, you must take the appropriate action.



Root Cause Analysis —When is it required?

12VAC35-105-160.E

A root cause analysis shall be conducted by the
provider within 30 days of discovery of Level Il
serious incidents and any Level Ill serious
incidents that occur during the provision of
service or on the provider’s premises.
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As noted earlier, a RCA shoulot be limited to just Level Il or Level Il serious incidents
but this is what the regulations require. Providers are encouraged to think about always

improving processes and outcomes and that involves looking for root causes to
address.

Per the incident reporting guidance, "during the provision of service” means when the
provider is actively providing a service to the individual.



12VAC35-105-160.E.

1. The root cause analysis shall include at least the
following information:

a. adetailed description of what happened,;
b. an analysis of why it happened, including
identification of all identifiable underlying causes
of the incident that were under the control of the
provider; and

c. identified solutions to mitigate its reoccurrence
and future risk of harm when applicable.
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determine when more is needed.



Root Cause Analysis — Minimum Requirements

a. A detailed description of what
happened.

» Step-by-step sequence of events leading up to an
incident

* Actions taken immediately following the incident
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Begin by making sure all three minimum requirements are covered.

- A detailed description of what happened? provider can start with the incident
report which provides date, time, place, individuals involved, a description of what
happenedThis could include what immediate actions were takemis initial
sequence of events helps identify what occurred. Often it is a chain of events that
resulted in an incident.

- If more than one staff member was involved, each staff member could write what
happened from their perspectivdt is possible that others may have seen
something even if they were not directly involved in the incident (i.e. they saw
something from the window).



Root Cause Analysis — Minimum Requirements

b. An analysis of why it happened;
including identification of
underlying causes that were under
the control of the provider; and
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This second minimum requirement is where the work begins.

1. Compare what happened to what should have happened before, during and after the
incident.

2. Compare actions taken before, during and after the incident to the requirements in

0KS LINPOBARSNRAE LRfAOASE IyYyR LINPOSRdAzNBaz 5
regulations, accreditation standards and applicable laws.

3. Clearly identify the underlying causes of the incident that were under the control of

the provider.
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approach.



Root Cause Analysis — Minimum Requirements

c. Identified solutions to mitigate its
reoccurrence and future risk of
harm when applicable.
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Mitigating future risk is the most important question providers can ask as a part of their
incident reporting, risk management, and quality improvement process.

The RCA should identify solutions, as applicable, to be taken by the provider to keep
the situation from occurring again or minimize the likelihadts reoccurrence and
future risk of harm when applicabl&hen the identified solutions to mitigate its
reoccurrence should be implemented.

These solutions should be both individsplecific and systemic as indicated by the
analysis of the incident. Implementation of solutions and their efficacy cpuld be
Y2YAU2NBR Fa LINIO 2F GKS LINPOGARSNXOA |jdzk £ A



12VAC35-105-160.E.2

2. The provider shall develop and implement a root cause
analysis policy for determining when a more detailed
root cause analysis should be conducted, including:

- convening a team;

- collecting and analyzing data;
- mapping processes, and

- charting causal factors official

policy
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RCA is really best practideroviders should viewoot cause analysigs an opportunity
to address systems issues on an ongoing basis. The regulations, however, allow for
someflexibility for whena provider completes a more detailed RCA.
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RCA Policy

Specific to the organization

e sjze

* population served

* service specific

* criteria to use when determining the need for more detailed RCA
(who appoints the team)

Policy shall include:
Minimum requirements from the regulations
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DBHDS has made changes to provide greater clarity relating to when a provider should
conduct a more detailed root cause analysis.

The incident management and root cause analysis components of this regulatory action
FNB +Fd 0KS KSFENIG 2F GKS RSLINIYSyGdQa STF2
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regulation became effective, the department has issued additional guidance related to
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A provider's RCA policy should be specific to the organization. Consider size, population
served; make it service specific, outline ttréeria to use when determining the need

for the more detailed RCA. The policy could outline who will appoint a team if a more
detailed RCA is being conducted. The only requirement is that the policy include the
minimum requirements outlined in the regulations.
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12VAC35-105.E.2

At a minimum, the policy shall require a provider to
conduct a more detailed root cause analysis:

a. A threshold number, as specified in the provider’s
policy based on the provider’s size, number of locations,
service type, number of individuals served, and the
unique needs of the individuals served by the provider, of
similar Level ll serious incidents occur to the same
individual or at the same location within a six-month
period;
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Minimum Requirements

b. Two or more of the same Level lll serious
incidents occur to the same individual or at the
same location within a six-month period;

6 Months

1
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